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KANSAS MEDICAID STATE PLAN 

Dental Services Limitations 

Services for non-EPSDT participants are limited to: 

MedicaL/dentalprocedures as follows: 

Orcantral fistula closure; 

unilateral radical antrotomy; 

biopsy of oral tissue; 

radical excision of lesion; 

excision of tumors; 

removal of cysts and neoplasms; 

partial ostectomy, guttering or saucerization; 


Attachment 3.1-A 
#10 

surgical incision for drainage of abscess, removal or foreign bodies, 

skin, subcutaneous areolar tissue, metal plates, screws or wires, 

sequestrectomy for osteomyelitis, and maxillary sinusotomy for removal 

of tooth FRAGMENTor foreign body; 

treatment of fractures; 

closed reduction of dislocation, limitation of motion and related injections; 

sutures; 

oral skin grafts; 

fRenulectomy; 

excision of pericoronal gingiva; 

sialalithotomy; 

excision of salivary gland; 

sialodochoplasty; 

closure of salivary fistula; 

emergency tracheotomy; 

first 30 minutes of general anesthesia, including materials and apparatus; 

each additional 15 minutes of general anesthesia, including materials and 

APPARATUS 
 . .

*QQ , consultation 
[diagnostic service provided bv dentist or PHYSICIAN other than practitioner 
providing treatment);. .*	 d d,house/extended care facility 
call includes visits to nursing- homes, long-term care facilities. HOSPICE 
sites. institutions. etc. REPORTin addition to reporting appropriate code 
numbers for actual services PERFORMED 

TN # MS 01-02 Approval DatdUN 1 3  2 yEFFECTIVEDate 4-01-01 Supersedes TN # MS 93-20 
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Dental Services Limitations (continued) 

w j  2 	hospital call may be reported when providing treatment in hospital or 
ambulatory surgical center, in addition to reporting appropriate code 
numbers for actual services performed; 

x) y) limited prior authorized medical procedures­
p) ZJ limited prior authorized dental procedures associated with medically 

necessary extractions. 

JUN 13 2001TN # MS 01-02 Approval Date Effective Date 4-01-01 Supersedes TN # MS 93-20 
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KAN Be Healthy (Early and Periodic Screening, 
Diagnosis and Treatment) Limitations 1 

Services 

Clinic Services 

- ~~ ~ 

Dental Services 

same Limitations Apply 
Tor KAN Be Healthy 
:EPSDT) Participants as 
ror Other Medicaid 
Consumers 

No 

No 

Expanded Services for 
Be Healthy (EPSDT) 

Participants to Include: 

Elective surgery is covered 

at ambulatory surgical 

centers. 40 hours of 

individual psychotherapy 

are covered percalendar year 

at CMHCs. 12 hours 

of case conference are 

covered percalendar year 

at CMCHs. 


Participants must have 

KAN Be Healthy dental 

screening to receive dental 

services including 

cleaning, flouride 

treatment, fillings, 

pulpotomy, extraction, 

x-rays, dentures, endodontia 

and limited orthodontia. 

Those participants requesting 

orthodontia must have a 

medical screening in addition 

to dental screening. Some 

services require prior 

authorization. 


*JUN1 3 2001 
TN # MS 01-02 Approval Date Effective Date 4-01-01 Supersedes TN ## MS 96-08 
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Dental Services Limitations 

Services for non-EPSDT participants are limited to: 
1 

MedicaL/dentalprocedures as follows: 

Orcantral fistula closure; 

unilateral radical antrotomy; 

biopsy of oral tissue; 

radical excision of lesion; 

excision of tumors; 

removal of cysts and neoplasms; 

partial ostectomy, guttering or saucerization; 

surgical incision for drainage of abscess, removal or foreign bodies, 

skin, subcutaneous areolar tissue, metal plates, screws or wires, 

sequestrectomy for osteomyelitis, and maxillary sinusotomy for removal 

of tooth FRAGMENTor foreign body; 

treatment of fractures; 

closed reduction of dislocation, limitation of motion and related injections; 

sutures; 

oral skin grafts; 

frenulectomy; 

excision of pericoronal gingiva; 

sialalithotomy; 

excision of salivary gland; 

sialodochoplasty; 

closure of salivary fistula; 

emergency tracheotomy; 

first 30 minutes of general anesthesia, including materials and apparatus; 

each additional 15 minutes of general anesthesia, including materials and 

apparatus; 

consultation (diagnostic service provided by dentist or physician other than 

practitioner providing treatment); 

house/extended care facility call includes visits to nursing homes, long­

term care facilities, hospice sites, institutions, etc. Report in addition to 

reporting appropriate code numbers for actual services performed; 


#UN 13 2001TN # MS 01-02 Approval Da e Effective Date 4-01-01 Supersedes TN # MS 93-20 
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Dental Services Limitations (continued) 

x) 	 hospital call may be reported when providing treatment inhospital or 
ambulatory surgical center, in addition to reporting APPROPRIATE code 
numbers for actual services performed; 

y) limited prior authorized medical procedures; and 
z) 	 limited prior authorized dental procedures associated with medically 

necessary extractions. 

JUN 1 3  2001TN # MS 01-02 Approval Date Effective Date 4-01-01 Supersedes TN # MS 93-20 
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KAN Be Healthy (Early and Periodic Screening, 
Diagnosis and Treatment) Limitations 1 

Services 

~ ~~ 

Clinic Services 

Dental Services 

Same LIMITATIONSApply 
for KAN Be Healthy 
(EPSDT) Participants as 
for Other Medicaid 
Consumers 

No 

No 

Expanded Services for 
KAN Be Healthy (EPSDT), 
Participants toInclude: 

Elective surgery is covered 
at ambulatory surgical 
centers. 40 hours of 
individual psychotherapy 
are covered per calendar year 
at CMHCs. 12 hours 
of case conference are 
covered per calendar year 
at CMCHs. 

~ ~~~ ~ ~ 

Participants must have 

KAN Be Healthy dental 

screening to receive dental 

services including 

cleaning, flouride 

treatment, fillings, 

pulpotomy, extraction, 

x-rays, dentures, endodontia 

and limited orthodontia. 

Those participants requesting 

orthodontia must have a 

medical screening in addition 

to dental screening. Some 

services require prior 

authorization. 
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